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LETTERS

Dental appointments
Sir, a variety of methods can be used to try to encourage patients to keep their dental appointments, including telephone calls or reminders sent in the post 1. Many GDPs also charge a fee from patients who fail to attend, which is mainly to act as a deterrent rather than to generate a source of income.
It is however extremely rare (if not unknown) for Community Dental Services to fine patients who do not attend. This is not entirely surprising given that the principal aim of these services is to provide dental care for people who are least able to access this elsewhere.
Obviously, individual circumstances vary and there will always be situations when it would be deemed inappropriate to charge patients for missing an appointment. However, some patients repeatedly fail to keep appointments (without good reason and despite receiving reminders) and in these situations, one really needs to question whether it is justifiable to simply accept such behaviour.
I therefore have a simple suggestion, which may be of some use to help address this controversial issue. Patients who repeatedly fail to attend could be asked to make a donation to a recognised charity; possibly and preferably a dentistry related charity such as Dentaid 2. This might encourage some patients to start taking responsibility for their appointments, and for those that don't, it could at least assist in raising funds for a worthwhile cause. Furthermore, increased awareness of the work done by dental charities might help some patients to realise that dental services are (sadly) not available to everyone and thus, should not be taken for granted.
As far as I am aware, this technique has not been tried (in the Community Dental Service or elsewhere) although I stand corrected if it has. It would be naive to presume that it would have a significant impact and for some colleagues, even this approach might be too authoritarian.
However, I am sure that many readers will be all too familiar with the type of situation that I refer to and would welcome any suggestion (however small), which at least attempts to tackle the problem. 
A. Raja Birmingham
Conscious sedation
Sir, so conscious sedation is as essential to dentistry as windscreen wipers are to a motorcar (BDJ 2004, 196:138) . At this specialist paediatric dental practice we haven't used it for over 25 years -I wondered where we had gone wrong! In reply to the well-balanced and referenced Opinion article regarding the use of restraint which preceded 'A UK perspective', the author claimed quite selfrighteously and with only one reference, to speak on behalf of UK dentists and UK society at large.
I wonder upon what authority the reply was given to enable this senior dental officer to make his statements; does he have a background in publishing papers on, or the teaching of, behaviour management?
Has he had the good fortune to be taught at first-hand by paediatric dentists with both a wealth of knowledge of the literature of child psychology and also the practice of clinical paediatric dentistry?
There are many references in the literature to show that effective behaviour management for children equates to good parenting techniques. In modern society there is almost certainly a trend towards a more laissez-faire attitude by parents to the discipline of their children and I have to wonder whether this is in reality poor parenting by another name.
Such children fortunately have other significant adults with whom they can interact, for instance teachers and may I dare to venture, dentists. Part of our responsibility is to show children that they are able to cope with anxious situations in life without having to resort to medication to do so. I wonder how often conscious sedation is used by dentists as the easy option, with little regard to not having given the child a chance to develop his inner coping strategies for anxiety. How far does the author venture in his rejection of restraint?
During an administration of local anaesthesia does he never allow the parent, or dental nurse to hold the child's hands, or prevent head movement with his free hand, both of which are examples of restraint?
With pre-cooperative children below the age of three, for the sake of argument, does he never adopt the 'head-in-lap' position, with the parent actively holding (restraining) the child?
How far removed from that situation is it to have the parent at the side of, and holding the hand of, the child wrapped in a blanket or Pediwrap? The fact that I personally do not use Pediwrap does not imply my condemnation of the technique.
There is a wealth of established, wellresearched procedures available to us to help children cope with the stresses of dentistry, and paediatric dentists should have been exposed to all of them during their training. They will thereafter choose to routinely use the methods that they feel comfortable with, but the ones they do not use may be perfectly acceptable to the next. None should be universally condemned.
Now that the grandparenting clause no longer applies, and future entrants to the specialist list of paediatric dentistry should all have received formal training in all aspects of our speciality, one can only hope that the next generation of paediatric dentists will feel confident in managing the behaviour of their young patients.
Perhaps a better reply to the Opinion article would have been to question the poor understanding of child dental behaviour management in the UK, rather than condemn restraint out of hand and universally promote conscious sedation.
J. F. Roberts London
Sir, I am concerned that the well-reasoned article by Dr Kupietzky (BDJ 2004, 196:138) was so dismissively replied to by Dr Manley in the same issue.
The reply seemed to me to be written by someone with little or no knowledge (or even experience of) the behavioural management of children in dentistry and would not represent the opinion of many specialist paediatric dentists in the UK.
A check on Medline does not show any publications by Dr Manley at all, and so one would have to question his authority on the subject. This is in contrast to Dr Kupietzky who has 20 publications in paediatric dentistry of which five concern behaviour management.
The approach to managing the behaviour of children in the dental situation must be based on empathy with a child in order to understand why the child is distressed, anxious or afraid.
Any child's anxiety or fear of dentistry will be manifest in a number of different ways including tears, crying, clinging to mother, aggression and physical violence to all around them. The dentist's duty is to determine the reasons behind the child's fear and anxiety and to then use the appropriate behaviour technique to lead the child through a path of gaining attention, the child listening to explanations, understanding, cooperation and then pride in having successfully accomplished their dental care with their dentist.
The child thus learns to cope with a stressful situation within a set of structured guidelines laid down by the dentist.
Any dentist treating children needs a spectrum of behavioural techniques from the simplest -tell and show all the way through to a full general anaesthetic. Within this spectrum lies restraint. Its use is indicated in specific situations and used only when appropriate.
It can be the simplest of hand restraint on a moving arm or head to protect the child from self-harm or to stabilise the child during operative procedures. But it can also include the use of blankets, sheets or devices specially designed for the purpose.
The recourse to a general anaesthetic should only come after all other avenues of management have been tried.
The question that any dentist who is treating children must ask themselves is whether they should use all behavioural techniques, including restraint, or consign the child to an outpatient general anaesthetic for multiple extractions (it is very unlikely in the UK that such a general anaesthetic would be used for full mouth restoration).
The child is then subjected to a very adverse experience of being put to sleep and waking up feeling awful, retching and spitting blood. Research has shown that far too many people on reaching adulthood can recall such experiences vividly leading to a lifetime of fear of dentistry.
Surely the use of restraint, which is not remembered to the same degree as part of a behavioural management strategy is far better for a child.
In forty years of specialist care of children I have used restraint in all its forms as was appropriate for each occasion. For example, children afflicted with conditions leading to random movement, such as athetoid spasticity, are very well managed with wrapping them up in sheets or papoose boards.
This calms the erratic movements for them, which they very much appreciate. Similarly the tiny infant, just walking, who has fallen over and broken a maxillary incisor is best handled by wrapping (swaddling clothes), so that the broken tooth can be easily and quickly removed.
This avoids a general anaesthetic with all its attendant risks. Of course in the use of restraint there must be informed consent. But this is part of an initial consultation, which a dentist should always take from a parent(s) about their child and how they will, or have in the past, reacted. On this basis the caring dentist discusses with the parent the likely need for various behavioural techniques in his or her management for the child. On occasion this will include restraint.
M. E. J. Curzon Leeds
The author of the article, M. C. G. 
A great opportunity?
Sir, at a time when NHS practitioners are being offered the chance to get 'off the treadmill' and to provide a better quality of treatment by not being tied to generating fee income, I feel it is totally inappropriate that members of our 'negotiating' team are going round the country advising practitioners that the 'private' sector is the way to go, demonstrating that they themselves are not committed to the NHS.
By persuading dentists into taking the private route they are denying patients the 'right to choose' which I feel is a right all people in a civilised democracy should have.
If the Government, at a time when it is trying to improve working lives of dentists and their teams, were also going round setting up an alternative primary dental care outside the GDS, they would be accused of at the very least duplicity and of not being 'committed' to the changes being proposed.
As a PDS practitioner of three and a half years standing, I can confirm that the new contract is a great opportunity for the profession and that if our negotiators are not committed to the NHS they should step down from their positions and let someone who is committed take their place. 
P. M. Ratcliffe Merseyside
